Dermatophyte infections are exceedingly rare in neonates, possibly due to the thin stratum corneum and high sebum content of neonatal skin. Only a handful of cases of tinea faciei have been reported in neonates, with the majority of reports occuring in India. Here, we report what to our knowledge is the earliest reported presentation of tinea faciei in the United States. We also provide a brief literature review of other reported cases of tinea faciei in neonates less than 30 days of age. Dermatology was contacted and was concerned for neonatal lupus.
| CASE REPORT
A 12-day-old African-American female presented to the emergency department (ED) at our academic institution with an asymptomatic rash on her face and scalp. The rash started on day two of life and spread progressively. The child was born at 37 weeks gestational age and had no medical problems other than transient neonatal hyperbilirubinemia requiring light treatment. There was no family history of maternal lupus or autoimmune disease. She did have an older sibling who was being treated for tinea capitis. On physical examination, there were three annular plaques with central clearing on the right cheek with mild peripheral scale ( Figure 1 ) with a single similar patch on the left cheek.
Dermatology was contacted and was concerned for neonatal lupus.
Workup in the ED, including an electrocardiogram, complete blood count, and liver function tests, was unremarkable. SSA and SSB antibodies were ordered, and the patient was discharged with plans for outpatient follow-up.
On reevaluation 5 days later as an outpatient, the rash was essentially unchanged. SSA and SSB were both negative. A skin scraping was performed for potassium hydroxide (KOH) microscopy, which revealed abundant branching hyphae (Figure 2) . A fungal culture was positive for
Trichophyton tonsurans, confirming a diagnosis of tinea faciei. The patient was prescribed ciclopirox 0.77% cream twice daily to the affected areas, which led to complete resolution of the rash within 1 month.
| DISCUSSION
Tinea faciei is a dermatophyte infection of the face. Although it is a common condition in pediatric patients, tinea faciei is rare in neonates with only a few reported cases in the United States. [1] [2] [3] The majority of reported cases have occurred in India, likely due to the predilection of dermatophytes for warm and humid climates. [4] [5] [6] [7] [8] [9] The incubation period for dermatophyte infections has been reported to be one to 3 weeks. 8 To our knowledge, our case developing at day two of life is the earliest reported occurrence of tinea faciei documented in the U.S. literature. Two cases with a similar onset have been reported in India. 6, 9 Several proposed mechanisms could account for the rarity of dermatophyte infections in neonates. Due to the presence of maternal androgens at birth, neonatal skin has a high concentration of sebum, which has antifungal properties and provides a physical barrier that protects skin from infections. 10, 11 Neonates also have a thinner stratum corneum than adult skin, which serves as a protective factor as dermatophyte infections typically colonize this layer.
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Tinea faciei presents as erythematous annular plaques with peripheral scale and central clearing on the face. Single or multiple lesions may be present. 2, 6, 7, 9 The most important differential diagnosis is neonatal lupus erythematous, which has a similar clinical presentation and must be excluded due to its association with congenital heart block. 13 Pustules may also be present and may be mistaken for neonatal herpes simplex. The differential diagnosis also includes nummular dermatitis and seborrheic dermatitis. 4 Microscopy of a KOH-treated skin scraping demonstrating branching hyphae is useful for initial diagnosis. 4 It is important to note any history of prior antifungal treatment, as this could lead to a false negative result. Fungal culture can be used as a confirmatory test and is useful in identifying the causative organism. 4 In the United States, Trichophyton tonsurans is the most frequently isolated dermatophyte in cases of tinea faciei, whereas Trichophyton rubrum is the most common worldwide. 1, 3, 7, 9, 14 These dermatophytes are commonly transmitted person to person and often occur in association with tinea capitis. 3, 5, 15 Other common dermatophytes include the zoonotic Microsporum canis and the geophilic Microsporum gypseum. 2, 4, 6, 16 A summary of cases of tinea faciei occurring in neonates less than 30 days of age is provided below (Table 1) .
Topical clotrimazole 1% cream applied twice daily is the treatment of choice for isolated tinea faciei, which typically leads to resolution within 3 weeks. 3, [7] [8] [9] Oral terbinafine, amorolfine, tolnaftate, and fluconazole have also been used. 2, 4, 6, 14, 15, 17 Treatment should be continued for 1 week following resolution of the rash to ensure complete eradication of dermatophytes. Oral griseofulvin therapy for 6 weeks should be added for concomitant tinea capitis due to its poor response to topical therapy. 1, 5 Household contacts should also be evaluated and treated to prevent recurrence.
| CONCLUSION
Tinea faciei, although rare in this population, should be included in the differential diagnosis of an annular eruption on the face of a neonate. It is critical to exclude neonatal lupus erythematosus in suspected cases due to the association with neonatal heart block. The diagnosis can be confirmed using KOH microscopy, and there is typically an excellent response to topical antifungal therapy.
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